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The number of confirmed cases is an
underestimate of the burden of disease as
not all cases are laboratory tested. This is
especially true in outbreak situations.
According to the national guidance
document National Guidelines on the
Management of Outbreaks of Norovirus
Infection in Healthcare Settings,1 an initial
batch of up to six specimens should be
tested and a further batch of 4-6 specimens
should be submitted if less than two from
the same area (i.e. ward) are positive. After
two positive results from the same area (i.e.
ward), no further samples will be examined
unless as part of a subsequent outbreak.

Noroviruses
Noroviruses belong to a group of viruses
called ‘caliciviruses’ and are one of the
most common causes of gastroenteritis. In
the past, noroviruses have also been called
‘winter vomiting viruses,’ ‘small round
structured viruses’ or ‘Norwalk-like
viruses.’ Norovirus infection usually
presents as sudden-onset vomiting, watery
diarrhoea with abdominal cramps, and
nausea. Some people may have a raised
temperature, chills, muscle aches and
headaches. Symptoms begin around 12 to
48 hours after becoming infected. The
illness is usually brief, with symptoms
lasting only about 1 or 2 days. Most people
make a full recovery within 1-2 days.
However, some people (usually the very
young or elderly) may become very
dehydrated and require hospital treatment.

Transmission
Noroviruses are highly contagious and as
few as 10 viral particles may be sufficient
to infect an individual. Noroviruses can
spread easily either by consumption of
faecally contaminated food or water or by
direct person-to-person contact. Environ-
mental and contaminated surfaces/objects
may also act as sources of infection. Food
can be contaminated at source or by food
handlers. Food outbreaks have been
associated with consumption of cold foods,

including various salads, sandwiches,
bakery products, raspberries, oysters and
liquid items (e.g., salad dressing or cake
icing). Waterborne outbreaks of norovirus
have often been caused by sewage
contamination of wells and recreational
water.

Both faeces and vomit of an infected
person contain the virus and are infectious.
People infected with norovirus are
contagious from the moment they begin
feeling ill to 2-3 days after recovery. Some
people may be contagious for as long as
two weeks after recovery. In hospitals,
healthcare workers and hospital visitors
can spread the virus to other patients or
contaminate surfaces through hand
contact.

Management of the infection
There is no specific treatment for Norovirus
infection apart from letting the illness run
its course. Symptomatic therapy consists of
replacing fluid losses and correcting
electrolyte disturbances through oral and
intravenous fluid administration.

Prevention
It is often difficult to prevent infection.
However, taking good hygiene measures
around someone who is infected can
decrease your chances of getting infected.

• Frequent handwashing, including
before eating or preparing food.

• Thoroughly clean and disinfect
contaminated surfaces immediately
after an episode of illness by using a
bleach-based household cleaner.

• Immediately remove and wash clothing
or linens that may be contaminated
with virus after an episode of illness
(use hot water and soap).

• Flush or discard any vomit and/or
faeces in the toilet and make sure that
the surrounding area is kept clean.

Prevention of Norovirus disease spread via
droplets from vomitus (person-to-person
transmission) should focus on methods to
limit transmission, including isolation
precautions (e.g., cohort sick patients in a
healthcare facility) and environmental
disinfection.

Noroviruses are relatively resistant to
environmental challenge: they are able to
survive freezing, temperatures as high as
60°C, and have even been associated with
illness after being steamed in shellfish.
Moreover, Noroviruses can survive in up to
10ppm chlorine, well in excess of levels
routinely present in public water systems.

Immunity to Norovirus
Mechanisms of immunity to Norovirus are
unclear. It appears that immunity may be
strain-specific and lasts only a few months.
Therefore, given the genetic variability of
Noroviruses, individuals are likely to be
repeatedly infected throughout their
lifetime. This may explain the high attack
rates in all ages reported in outbreaks.

1. National Disease Surveillance Centre (NDSC).
National Guidelines on the Management of
Outbreaks of Norovirus Infection in Healthcare
Settings, 2003.
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All data are provisional.

List of Infectious Diseases notified in HSE – Midland Area for Quarter 1, 2010.

Disease Disease NumberNumber

Acute infectious gastroenteritis 154
Campylobacter infection 26
Chlamydia trachomatis 6
Cryptosporidiosis 8
Enterohaemorrhagic
Escherichia coli 2
Gonorrhoea 5
Hepatitis B (acute and chronic) 4
Hepatitis C 27
Herpes Simplex - Genital 2
Malaria 1

Measles 6
Mumps 4
Noroviral infection 100
Salmonellosis 3
Shigellosis 1
Streptococcus pneumoniae (invasive) 9
Syphilis 4
Swine Influenza A (HINI) 6
TB 7
Toxoplasmosis 1
Trichomoniasis 2

Please contact the Department of Public Health
on 057 93 59891 or by email if:

– your contact details have changed
– you would like to add a colleague to the distribution list
– you would like to receive this newsletter electronically or in hard copy
– you would like to see a specific topic covered in future issues of MIDAS.

Some data are provisional and subject to amendment.
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A polio outbreak is currently ongoing in the south-west of
Tajikistan.

As of 22 April 2010, 128 Acute Flaccid Paralysis (AFP) cases
have been reported and 10 children have died. All cases are in
the south-west of the country, in an area bordering Afghanistan
and Uzbekistan. Poliovirus has been isolated in diagnostic
specimens from seven of these cases. Uzbekistan has also
reported three AFP cases, which are under investigation.

The WHO European Region was certified polio-free in 2002,

following over three years without transmission of indigenous
wild poliovirus in the presence of certification-standard
surveillance. Poliovirus travels long distances easily and polio-
free regions will continue to be at risk until poliovirus
transmission is stopped.

This outbreak demonstrates the need to maintain high
population immunity until transmission of polio has been
interrupted worldwide. In particular, tourists to or from the area,
workers in that region and migrant workers should be fully
immunised.

Polio outbreak in the south-west of Tajikistan

One hundred laboratory-confirmed cases of Norovirus were reported in the HSE Midlands region in
first three months of 2010. During the same time period, eleven Norovirus outbreaks were reported
in the region. These outbreaks occurred in acute hospitals, long-stay units and nursing homes.
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Immunisation of late entrants to the Irish
health-care system
Immunisation records of children adopted from some low-
income countries may not be accurate, and should be accepted
with caution. Lack of protection against vaccine-preventable
diseases may be due not only to erroneous records but also to
improper storage or handling of vaccines, or to immune defects
such as those that can occur during severe malnutrition.

Decisions regarding whether to give or withhold vaccines are
based on a number of factors, including the slight risk of over-
vaccinating children.

The following guidelines are based on the best available
evidence:

1. MMR
Because adverse reactions to the MMR vaccine are rare, two
doses should be given, at 12 months and at 4-5 years of age,
unless there is a very reliable history of previous vaccination.

2. Hib, Men C and Pneumococcal
Because adverse reactions are rare and because it is very
unlikely that these vaccines would have been given to such
children, age-appropriate immunisation should be given (see
Tables 1 & 2).

3. Polio
Adverse reactions to IPV are extremely rare. It is recommended
that 4 doses of IPV be given, preferably before the ages of 4-6
years, in keeping, as far as possible, with the current Irish
schedule.

4. DTaP
More than 4-5 doses of each of the components may very
occasionally result in severe local (Arthus) reactions if given
without regard to appropriate intervals. If a major local or
systemic reaction occurs after a dose, tetanus and diphtheria
antibody levels may need to be checked. A high level indicates
that subsequent doses are not necessary for at least 5 years. If a
child at presentation is over 10 years of age, low dose acellular
pertussis and low dose diphtheria with tetanus toxoid is given as
appropriate (Tdap).

5. Hep B
Following a risk assessment, a 3-dose series may be given to
children who are unvaccinated, as per the Irish recomm-
endations.

Interrupted immunisation courses
If a child’s immunisation course is interrupted, it should be
resumed as soon as possible. It is not necessary to repeat the
course, regardless of the time interval from the previous
vaccination. For example, if a child had Stage 1 at 2 months but
did not return until 9 months, he/she should resume the course,
i.e. get Stage 2 and continue on with the rest of the schedule.
With HiB and Men C vaccine, the course should be completed
with the same brand of vaccine, if possible.

Late primary immunisation
Children who are not immunised or who are incompletely
immunised and are older than the routine age should be
immunised as soon as possible. The number of Hib, PCV and
Men C doses required depends on the child’s age. Hib is not
recommended over 10 years of age and Men C is not
recommended over 22 years of age. Tables 1 & 2 show the
recommended catch-up schedules for children at various ages.

Vaccine Recommended minimum
age for Dose 1

Dose 1 to Dose 2

Recommended minimum interval between doses

Diphtheria,
Tetanus and
Pertussis

2 months 1 month 1 month

Hib1 2 months 1 month if aged <12 months

No further dose if first dose
given aged ≥12 months
1 month

1 month if aged <12 months

No further dose if any dose
given aged ≥12 months
2 months
(third dose should be given
4 months after first dose)

1 month 1 month

Hepatitis B Birth

IPV 2 months

1 month

1 month if aged <12 months

No further dose if first dose
given aged ≥12 months

2 months if second dose
given aged ≤12 months

1 month

No further dose if any dose
given aged 12 to 23 months

2 months

No further dose if any dose
given aged 12 to 23 months5

MMR2 12 months

Men C3 2 months

PCV (not
recommended
if >2 years
unless at risk)4

2 months

Table 1. Catch-up Schedule for Children aged 4 months to 10 years*

Vaccine Dose 1 to Dose 2 Dose 2 to Dose 3

Recommended minimum interval between doses

Tetanus,
Diphtheria and
Pertussis
(Tdap**)

1 month 6 months

1 month 2 months
(third dose should be given
4 months after first dose)

1 month 1 month

Hepatitis B

IPV

1 month

One dose only required

** Tdap – contains tetanus toxoid, low dose diphtheria and low dose acellular pertussis.

MMR

Men C

Table 2. Catch-up Schedule for Children aged 10 to 18 years*

1. Hib vaccine is not generally recommended for children aged ≥10 years.
2. MMR: Minimum of 1 month between MMR1 and MMR2. If toddlers aged <18 months are given MMR2 less than 3 months after
MMR1 they need a third dose at 4-5 years to ensure full protection.
If MMR1 is given more than 4 days before the infant’s first birthday, it should be disregarded and another dose given at the
recommended time, at least 1 month after the disregarded dose.
3. A single dose of Men C is required for children over 12 months to 23 years.
4. PCV vaccine is not generally recommended for children aged ≥2 years, except for at-risk children aged 24-59 months. See
Chapter 12 of the Immunisation Guidelines for Ireland 2008 for detailed recommendations.
5. For the schedule for children at risk, see detailed recommendations in Chapter 12 (Immunisation Guidelines).

Note A: This schedule may be altered in certain circumstances, e.g. during a measles outbreak where babies aged ≥6 months may
be recommended to receive a shot of MMR vaccine (but will still need to receive 2 doses of MMR after 12 months of age).
Note B: For catch-up schedule the intervals between doses may be less than those routinely recommended in order to complete the
immunisation schedule rapidly.
Note C: As there currently is an outbreak of measles in Ireland, please ensure that any child presenting late for their primary
vaccinations is given the MMR as soon as possible.

* Booster doses – for the most up-to-date information, please check http://www.immunisation.ie/en/HealthcareProfessionals/ImmunisationGuidelines2008

Dose 2 to Dose 3

* Booster doses – for the most up-to-date information, please check http://www.immunisation.ie/en/HealthcareProfessionals/ImmunisationGuidelines2008

Information on vaccination schedules of different countries can be found at:
http://www.euvac.net/graphics/euvac/background.html and
http://www.who.int/immunization_monitoring/en/globalsummary/Scheduleselect.cfm

Midas may10.qxp:Midas Dec08.qxp  14/06/2010  21:17  Page 4


